Human trafficking is a pervasive problem that exceeds the capacity of social and organizational resources to restrain and for which guidelines are inadequate to assist medical professionals in responding to the special needs of victims when they present as patients. One obstacle to appropriate disagreement with an inadequate status quo is the lure of group cohesion. "Groupthink" is a social psychological phenomenon in which presumed group consensus prevails despite potentially adverse consequences. In the context of the medical response to human trafficking, groupthink may foster complacency, rationalize acquiescence with inaction on the basis of perceived futility, create an illusion of unanimity, and accommodate negative stereotyping. Despite these inhibiting influences, even in apparently futile situations, medical professionals have unique opportunities to be a force for good.
Introduction
An estimated 18,000 people are trafficked into the United States each year and forced into commercial sex work or hard labor [1] . These persons are subject to physical, sexual, and emotional violence and suffer from neglected health conditions [2] . Their abuse often remains hidden from mainstream society. Rarely do they self-identify in health care settings, whether out of fear, intimidation, shame, language barriers, or limited interaction with medical personnel [1] . A majority of them encounter a health care professional and receive episodic medical care while under traffickers' control and yet frequently go unrecognized as victims of human trafficking [3] . In some cases, clinicians may not consider the possibility that the patient is a victim and thus may unknowingly miss relevant clinical clues.
Studies of human trafficking victims in health care settings have identified the need for health care professionals' increased education about and awareness of the phenomenon of human trafficking and how to identify and treat its victims [1, 2] . This need is real, yet factual knowledge alone is insufficient to address the problem. Health care professionals must also reflect on the ethical aspects of responding to human trafficking. Education should include more than information, because mere facts do not compel action. A robust moral response also requires the prompting of conscience, the stirring of empathy, willingness to act, prudential judgment, and confrontation of complacency where it exists.
Complacency is easily overlooked. One may probe for it by inquiring whether, in response to a problem as widespread as human trafficking, society is appropriately outraged and committed to taking all actions necessary to address the problem. A greater cultural response is needed, but, until then, the medical profession should be among the forces that are stepping out and leading the response. One of the barriers to such initiative can be psychological cohesiveness around an inadequate status quo.
The Dangers of Groupthink
Among the factors that may limit the medical response to human trafficking is the psychological phenomenon of conformity to group norms. There are many types of groups, which in general may be defined as collections of people who interact with one another; share interests, goals, and norms; and are unified in identity and purpose [4] . From the perspective of sociology, the medical community is a group comprising people who may work together as teams or may not interact directly but who share a common identity, base of knowledge, set of ethical principles, and commitment to medical service. Medical professionals constitute a specific type of a medical community that encompasses mastery of a complex body of knowledge and skills as well as a social contract with society that includes adherence to a code of ethics; self-regulation; and a commitment to competence, integrity, altruism, and service in the public good [5, 6] . A group's success depends in part on each member's loyalty to the group's mission.
Although group unity is essential for effectiveness, it can become excessive. Too much cohesiveness within a group's attitudes or behaviors can be a symptom of "groupthink," a term coined in 1971 by Irving Janis [7] to describe the "nondeliberate suppression of critical thoughts as a result of internalization of the group's norms" [8] . When groupthink occurs, social conformity shapes the group's dynamics such that members of the group continue the policies and actions to which the group has committed itself, even when the results have negative outcomes or a group member's conscience is troubled. The inclination to seek concurrence with other group members overrides reappraisal and consideration of alternative courses of action [7] .
Janis identified eight symptoms of groupthink-invulnerability, rationale, morality, stereotyping, pressure, self-censorship, unanimity, and mindguards [7, 9] -some of which may apply in particular (but not all) instances of the medical evaluation of potential victims of human trafficking. For the purpose of this discussion of the symptoms of groupthink and their ethical implications, the in-group refers to members of the medical community who are not well-educated in human trafficking.
Invulnerability. Most or all members of the in-group share an illusion of invulnerability that leads to an attitude of overconfidence. Groupthinkers tend to feel falsely optimistic in the face of danger and willing to take excessive risks or ignore warnings [7] . This is not to suggest that the health care professional encountering a patient who is a victim of human trafficking is likely to subject the patient to excessive medical risks. Rather, even well-intentioned clinicians who are concerned about victims of human trafficking should ask themselves whether they might be subject to an unconscious bias from social insulation from the patient's plight that might lead them to underestimate the dangers that a potentially trafficked patient faces or ignore clinical clues that ought to warn of ongoing risks to the patient. Although not direct evidence of health care professionals' social insulation, disparities between their awareness of the prevalence of human trafficking and their belief that it impacts their own medical practice suggest a possible cognitive sequestration. For example, a survey of 180 emergency medicine staff in the US found that though 79.4 percent knew what human trafficking was, only 26.7 percent thought it affected their patient population, while 59.4 percent were uncertain [10] . Health care professionals who feel safe and secure in their own communities should make an effort to be intentional in empathizing with their patients' vulnerabilities in order to avoid underappreciating that human trafficking ultimately endangers all communities, including their own-for example, through the spread of sexually transmitted infections and the tolerance of human abuse.
Rationale. Groupthinkers not only ignore warning signs but also construct rationalizations to discount negative feedback that, if accepted, might cause them to reconsider their assumptions [7] . An especially potent rationalization is in the futility of action. In the first ethics case in this issue, Kathy, a medical student practicing in Kathmandu, is told that there is nothing she can do to stop the abuse of her patient. Kathy has no recourse in her desire to remove her patient from an abusive environment or to change the social hierarchy in Nepal-conditions causing her patient's medical problems. If Kathy or her team were to fall into groupthink, they might acquiesce in the rationalization that offering further medical care would be futile because their patients would inevitably return with reinfections and repeated injuries. However, the medical care they provide at that moment is itself not futile, in that it achieves its intended immediate physiological goal to improve health and extend life. And deeds of compassion are never futile. Over time, the dedication of Kathy's medical team to caring for all kinds of people, including victims of human trafficking, might even inspire and spur the conscience of the local community and, in unforeseen ways, contribute to initiatives that could reorder that society from within.
Morality. Groupthink reinforces belief in the inherent morality of the in-group and makes it easier to overlook the ethical consequences of decisions while inconvenient ethical concerns are left unspoken or are even suppressed [7] . This attitude, which affects all of us at one time or another, is illustrated in the second case in this issue, in which Dr. W considers disregarding ethical and legal requirements for medical record documentation out of a belief in the inherent morality of providing gynecological care to a vulnerable and underserved patient population.
In the health care professions in general, a bias toward the inherent morality of existing, praiseworthy, already time-consuming medical projects could potentially relegate efforts to educate ourselves or others about human trafficking to a lower priority. Time and resources are limited, and there may be a bias to continuing what one is already doing. Such a bias in many cases may be appropriate. The point to derive from the groupthink phenomenon is that priorities should periodically be reassessed.
Stereotypes. Groupthink mentality stereotypes anyone who disagrees with the group [7] . The problem for human trafficking, by contrast, is not that medical practitioners necessarily disagree with others who approach the issue differently, but that they may at times unconsciously stereotype trafficking victims as less important than other patients. Such stereotyping can be a form of groupthink insofar as attitudes toward people from similar backgrounds can be shaped by television portrayals or political rhetoric suggesting, for example, that undocumented aliens are a threat to society. Such unconscious social biases are a potential threat to the provision of compassionate care and should be resisted.
A professional approach to caring for trafficked persons bears in mind that they are victims, and as such their injuries or sexually transmitted infections are not the result of self-neglect or moral failure. Human trafficking victims are marginalized and may be subject to repeated physical assault or sexual violence and, therefore, merit our care and concern. In most US states, adolescents can be prosecuted for prostitution [11] ; young people who are trafficked for sexual exploitation-which may be unknown to clinicians-may be viewed as criminals, although in fact they are victims coerced into servitude [11, 12] . The very conditions of confinement and abusive treatment can produce psychological symptoms and behaviors that can be mistaken for personality disorders [13] , which are stigmatic [14] .
Pressure and self-censorship. Groupthink mentality may apply pressure to conform to any member who expresses doubt or challenges the group's direction [7] . This aspect may not apply so much to medicine, where the in-group is dispersed, although selfcensorship may quell dissent.
Those who are caught up in groupthink may self-censor by avoiding deviation from the perceived group consensus [7] . One form of medical consensus might be a detail in the patient's case history that, although unexplored or even known to be erroneous, has been repeatedly documented in the medical record. During a medical encounter it may be easier-and, for the moment, safer for the patient-to go along with incorrect information already established in a medical record. For example, a clinician might avoid investigating further and documenting whether the man claiming to be the patient's uncle is actually her pimp or that the patient who registered as age 19 is actually 16. Rectifying the omitted or incorrect information could endanger the patient by exposing him or her to retaliatory abuse. Clear guidelines for clinicians are needed because, if the clinician is aware that the patient is being trafficked, in some states the law may require the clinician to notify authorities [15] . A compelling case can be made for judiciously engaging, within legal boundaries, in this aspect of intentional self-censorship (not groupthink), which places the safety of the patient before other considerations. By selfcensoring, an immediate crisis is averted, although dealing with other issues is postponed.
Unanimity. Because dissent is discouraged, groupthink creates an illusion of unanimity within the in-group. Statements that accord with the majority view are encouraged and freely expressed, whereas silence from those who think differently may be misinterpreted as assent. Each member may then conclude that the majority opinion is true and the current course of action correct [7] . The group might come to the premature conclusion that, because dissenting views are not being expressed, all that might reasonably be done is already being done and further efforts would be futile.
In resisting the groupthink that gravitates toward complacency in accepting the status quo, health care professionals should take the initiative to speak out more about the problem of human trafficking and partner with organizations and agencies that are developing helpful interventions.
Mindguards. Those entangled in groupthink will sometimes protect other members of the in-group from adverse information that would challenge the direction of the group, bring into question the morality of its past decisions, or undermine confidence in its leadership [7] . Combining and expanding upon the first and second ethics cases in this issue, suppose Kathy, a medical student, rotated next with Dr. W. Kathy might be reluctant to follow the law and accurately document the girls' medical details, because doing so could expose Dr. W's ethical compromise-if she did decide to treat the girls-which could have adverse consequences for her mentor Dr. W and for the continued provision of health care to the population of sexually trafficked women in the area. In a case of divided obligations such as this, loyalty to the group influences ethical decisions.
Conclusion
The framework of groupthink helps to explain how even well-intentioned medical professionals can, by going along with consensus, become participants in unnecessarily ineffective responses to serious health needs. Participation in groups, whether by actions, by attitudes, or by adopting uncritical habits of thought such as groupthink, entails personal moral responsibility. Analysis of the contours of ethical complicity must consider acts of commission and omission as well as timing, proximity, certitude, knowledge, and intent [16] [17] [18] .
Medical history is replete with unsettling reminders that it is possible for clinicians insufficiently to resist the ineffective or, in some instances, ethically questionable directions of a group. Medical history is also a story of health care professionals who have stood apart from their group, resisted an inadequate or complacent consensus, and led society in the direction of moral progress. The most appropriate ethical path is not always easily discerned. When moral matters are unclear, a valid guiding principle is to focus our care and compassion foremost on all our patients.
